THE ASSOCIATIONS between physical and psychological health and being an informal caregiver are well established (Pinquart, 2001; Pinquart & Sorensen, 2003a , 2003b Schulz et al., 1995; Vitaliano et al., 2003) . In this article, caregiving denotes care that is provided by a family member or friend rather than by a professional who is reimbursed for services.
Clinical observation and early empirical research showed that assuming a caregiving role can be stressful and burdensome (Biegel et al., 1991; Haley et al., 1987) . Caregiving has all the features of a chronic stress experience:
It creates physical and psychological strain over extended periods of time, is accompanied by high levels of unpredictability and uncontrollability, has the capacity to create secondary stress in multiple life domains such as work and family relationships, and frequently requires high levels of vigilance.
Caregiving fits the formula for chronic stress so well that it is used as a model for studying the health effects of chronic stress (Vitaliano et al., 2003) .
Caregivers are a critical national health care resource. Families often are a primary source of home care and support for older relatives, contributing services that would cost hundreds of billions of dollars annually if they had to be purchased (Arno et al., 1999; Hayman et al., 2001; Langa et al., 2001) . Nurses' role in home health care has expanded from being primary caregivers to teaching and assisting family members to provide care.
Similarly, social workers now play a critical role in providing advice and support to caregivers.
Evidence on the health effects of caregiving gathered over the last two decades has helped convince policymakers that caregiving is a major public health issue. Professional advocacy groups, including nurses and social workers, have been instrumental in raising awareness about this issue.
Conceptual Framework
The dominant conceptual model for caregiving assumes that the onset and progression of chronic illness and physical disability are
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JOURNAL OF SOCIAL WORK EDUCATION stressful for both the patient and the caregiver. Therefore, the framework of stress-coping models can be used to study caregiving.
Within this framework, objective stressors include the patient's physical disabilities, cognitive impairment, and problem behaviors, as well as the type and intensity of care provided. In caregivers, these objective stressors lead to psychological stress and impaired health behaviors, which stimulate physiologic responses resulting in illness and mortality (Vitaliano et al., 2003) . The effects on the caregiv- (Christakis & Allison, 2006; Pinquart & Sorensen, 2003a , 2003b Schulz & Beach, 1999; Schulz et al., 1990 Schulz et al., , 1995 Vitaliano et al., 2003) .
The detrimental physical effects of caregiving (Table 1) (Pinquart, 2001; Schulz et al., 1995; Vitaliano et al., 2003) .
Predictors Of Health Effects
Given that caregiving can be detrimental to health, it is appropriate to investigate what aspects of the caregiving experience account for these effects. (Pinquart & Sorensen, 2003b Schulz et al., 1990 Schulz et al., , 1995 Vitaliano et al., 2003) . Feelings of distress and depression associated with caregiving also negatively affect the caregiver's physical health.
Caring for a patient with dementia is more challenging than caring for a patient with physical disabilities alone. People with dementia typically require more supervision, are less likely to express gratitude for the help they receive, and are more likely to be depressed. All of these factors have been linked to negative caregiver outcomes (Pinquart & Sorensen, 2007; Ory et al., 1999) .
Mental Health
Greater degrees of depression and stress and low ratings of subjective well-being in caregivers are consistently associated with the following factors (Pinquart & Sorensen, 2003a , 2003b Schulz et al., 1995; Vitaliano et al., 2003) :
• the care recipient's behavior problems
• the care recipient's cognitive impairment
• the care recipient's functional disabilities
• the duration and amount of care provided
• the caregiver's age, with older caregivers being more affected
• the relationship between caregiver and care recipient, with a spousal relationship having a greater effect
• the caregiver's sex, with females being more affected
As is the case with physical health effects, caregiving for someone with dementia is associated with higher levels of distress and depression than caring for someone who doesn't have dementia (Ory et al., 1999 (Schulz et al., 2008) .
Positive Effects of Caregiving
In studies with large population-based samples, about one third of caregivers report neither strain nor negative health effects (Schulz et al., 1997) . Particularly in the early stages of caregiving, negative effects may not occur (Burton et al., 2003; Hirst, 2005) . Even when caregiving demands become more intense and result in high levels of distress and depression, caregivers often cite positive aspects of the experience. They report that caregiving makes them feel good about themselves and as if they are needed, gives meaning to their lives, enables them to learn new skills, and strengthens their relationships with others (Tarlow et al., 2004) .
Researchers have known for some time that individuals in supportive social relationships are happier and healthier and live longer than those who are socially isolated (Brown, 2007; House et al., 1988 (Brown et al, 2003) .
Limitations of Existing Research
Although the caregiving literature is vast, much of it is based on cross-sectional analyses of relatively small opportunity samples. Prospective studies that link declines in caregiver health to increasing care demands provide compelling evidence of the health effects of caregiving (Schulz & Beach, 1999; Shaw et al., 1997) . A few studies followed samples of noncaregivers until they became caregivers and then compared them with those who didn't take on this role (Burton et al., 2003; Hirst, 2005; Lawton et al., 2000; Seltzer & Li, 2000) .
Both Burton and colleagues and Hirst demonstrated that moving into a demanding caregiving role-providing assistance with basic ADLs for 20 hours or more per weekresulted in increased depression and psychological distress, impaired self-care, and poorer self-reported health (Burton et al., 2003; Hirst, 2005) .
A few studies have examined the effects of making the transition out of the caregiving role because the patient improves, enters an institution, or dies. Improved patient functioning is associated with reductions in caregiver distress (Nieboer et al., 1998) . The death of the care recipient has been found to reduce caregiver depression, and caregivers are often able to return to normal levels of functioning within a year (Schulz et al., 2003) . In the short term, the effects of transition to a nursing home are less positive, with caregivers continuing to exhibit the same level of psychiatric morbidity after placement (Schulz et al., 2004) .
Progression of Negative Effects
Conceptual models of caregiving and health suggest that health effects should unfold in a cascading fashion. Caregivers first experience distress and depression, which are followed by physiologic changes and impaired health Demonstrating sequential causal relationships among variables considered critical in the path from caregiver stress to illness is certainly challenging. Nevertheless, these efforts should be of high priority.
Moderating Factors
The literature clearly shows that the intensity of caregiving, whether it is measured by the type or the quantity of assistance provided, is 
